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Abstract
Gay bathhouses (including sex clubs) contributed to HIV prevention from the early days of the
AIDS epidemic, but the extent to which prevention interventions are implemented in bathhouses is
unknown. Using telephone survey methodology, bathhouse managers provided data about HIV
prevention in their bathhouses. All the bathhouses provided free condoms, and nearly all displayed
educational posters in public areas and had informational pamphlets available for patrons. A few
of the bathhouses offered outreach services and counseling services. Almost all promoted HIV/
STI testing (which included providing information about where to get tested), and 75.5% had HIV
testing programs in their venues. Most of the HIV testing programs were started during the
previous 5 years, initiated by the bathhouse management or a community agency and operated by
community-based agencies. About a third of the programs offered rapid HIV testing. The results
of the telephone survey revealed that all the bathhouses engaged in prevention and many offered a
wide range of prevention services, suggesting that managers have embraced the issue of HIV and
collaborated in bringing prevention to high-risk men. The absence of studies evaluating these
prevention efforts remains a concern and an obstacle to efficient use of prevention resources.

Keywords
HIV prevention; gay bathhouse; sex clubs; sex environments; gay men; men who have sex with
men

INTRODUCTION
Gay bathhouses and sex clubs (hereafter, simply “clubs”) have contributed to and served as
sites for HIV prevention from the early days of the AIDS epidemic,1-3 and they continue to
do so without deleterious effects on their businesses.4,5 Although data from probability
samples of men leaving clubs show that risk behavior inside the clubs themselves is atypical,
6-9 clubs do attract men who engage in such behavior. High-risk men who have sex with
men (MSM) are more likely than their peers to go to clubs,10 and more than half of all
nontesting high-risk MSM go to clubs.11 Clubs are an ideal environment in which to target
this otherwise hard-to-reach population with appropriate prevention interventions. Recent
research has focused on the challenges of implementing HIV testing programs in clubs,12-15

Correspondence and reprint requests: William J. Woods, PhD, UCSF-CAPS, 50 Beale St., Suite 1300, San Francisco, CA 94105,
william.woods@ucsf.edu, 415/597-9309, 415/597-9213 (fax)..
This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our customers we are providing
this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of the resulting proof before it
is published in its final citable form. Please note that during the production process errors may be discovered which could affect the
content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2011 December 15.

Published in final edited form as:
J Acquir Immune Defic Syndr. 2010 December 15; 55(Suppl 2): S88–S90. doi:10.1097/QAI.
0b013e3181fbca1b.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



while other studies have shown that men at clubs will avail themselves of testing when it is
available on site7,16-18 and that such in-club testing has been associated with reduced risk
behavior over a 3-month period.19,20 The scientific literature indicates a wide range of HIV
prevention programs, and services have been initiated in clubs to try to reach men at risk
with important HIV prevention services and information.4,7,14,16-21 In order to determine
the extent to which HIV prevention is implemented in clubs across the United States, we
interviewed club managers. This article presents the findings from that study.

METHOD
The study population included all clubs operating in the United States and listed in Damron
Men's Travel Guide 2004 (a gay resource directory for the United States) or
www.cruisingforsex.com (at the time, the most comprehensive Web listing of places for
men to meet men for sex). Lists of establishments in these resources were inclusive of a
variety of places where men meet for sex. We operationally defined a club as any listed
business that provided a space where anonymous sex was permitted between male patrons,
that had a permanent location, and that operated at least 3 days a week.

Managers of these clubs served as key informants, providing data about the clubs they
manage. To recruit these managers, we followed procedures used in a similar survey of
clubs conducted from October 1996 to February 1997.4 A letter introducing the study was
addressed to the general manager of each club at least a week prior to the initial telephone
contact; attempts to complete direct contact with a club owner or manager followed, and
continued until a representative of the club verbally declined study participation. During the
subsequent initial direct contact, the interviewer described the study, answered any
questions, and determined whether the general manager or whether someone else (eg, a
manager who oversees the HIV prevention activities at the club) should be the respondent.
Participation was voluntary, and participants gave verbal consent. The telephone interview
lasted from 1.5 to 2.5 hours. Interviewers used a computer-assisted telephone interview
(CATI) system. The questionnaire was developed from formative work on HIV prevention
services in clubs in New York, Los Angeles, and San Francisco and was reviewed in
advance by 3 club managers. The interview included items requesting detailed data about
the specific club's size and amenities, its rules and regulations, its prevention programs
(including education and information, condom and lube distribution, and on-site HIV/STI
testing programs), and the barriers to and facilitators for providing HIV testing services. All
procedures and protocols were approved by the institutional review board at the University
of California, San Francisco.

RESULTS
We identified 94 gay sex establishments in the United States, of which 77 met the eligibility
criteria (ie, provided space where sex was permitted, had a permanent location, and operated
at least 3 days a week). We completed interviews with representatives of 53 clubs, a
response rate of 70.1%.

These businesses used various terms to describe themselves, including bathhouse (43.4%),
health club (34.2%), sex club (13.2%), and sauna (5.7%); the remaining respondents did not
know or preferred not to say (2.8%). Clubs varied widely in their size, as indicated by the
range in the numbers of rentable rooms (22–129; mean = 55.0, median = 55.0) and lockers
(34–400; mean = 127.6, median = 100.0), although 1 club offered neither rooms nor lockers
to rent. In general, clubs that offered rooms to rent were larger, and the more rooms and
lockers available to rent, the larger the club.
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About half the venues (50.9%) permitted sexual behavior among patrons in public areas; 22
of these 27 clubs (81.5%) purposely kept the lighting levels lower in the public areas
intended for sex. About 4 in 10 clubs (41.5%) had rules about safer sex (eg, it was the only
type of sex permitted inside the club), and most of those (77.3%) asked patrons to agree in
writing to follow the rules, usually at each visit (68.4%). All clubs had rules prohibiting the
use of drugs (including alcohol), and a majority (60.4%) did a bag check at entry. A few
clubs (6.3%) prohibited on-premise use of “poppers” (ie, alkyl nitrites, inhaled for
recreational purposes), but more than half (56.6%) sold them. Methamphetamines and
alcohol were most frequently reported as the substances causing the largest problem at a
club (29.9% and 16.1%, respectively).

More than half of the clubs (58.5%) had a designated employee responsible for oversight of
club prevention activities, with about a quarter of these employees (25.9%) dedicating 50%
or more of their work time to managing prevention activities. Table 1 summarizes the range
of prevention activities and the proportion of clubs engaging in each prevention activity. All
the venues made free condoms available to all patrons, and nearly all displayed educational
posters in public areas and had informational pamphlets available for patrons; a few clubs
also offered other outreach services, but special events that focused on risk reduction and
counseling services were not as prevalent. Almost all the clubs promoted HIV testing (at a
minimum, providing information about where to get tested), and 40 out of 53 offered HIV
testing on site (ie, inside the “paid” area of the club).

Of the clubs offering on-site HIV testing, 14 had more than 1 group providing testing at the
club; 7 clubs had 2 different groups offering testing, 3 clubs had 3 groups, and 4 clubs had 4
groups. Table 2 summarizes key features of the 65 testing programs implemented inside the
40 clubs that offered testing on site. Those programs had been offering testing on average
for 5.6 years (median = 4.5, range = <1–25). At the time of the study, they operated on
average 3.7 days a month (median = 4.0, range = 1–12), constituting 13.6 hours of testing
(median = 12.0, range = 2–48), serving 26.4 clients per month (median = 16.0, range = 2–
100). Of the 62 programs that offered HIV testing, 37 (59.7%) delivered test results inside
the club, and of those, 10 (27.0%) delivered results solely inside the club. Of the 41
programs that offered STI testing (63.1%), 20 (48.8%) delivered results inside the club.

DISCUSSION
Clubs across the United States continue to provide a wide range of HIV prevention efforts.
Rather than resist HIV prevention, 22 club managers appeared to promote and engage
actively in it. Our telephone survey found that most clubs have assigned a specific employee
to manage prevention activities and that on-site testing programs were more likely to have
been initiated by the clubs themselves than by any other single group of stakeholders.
Although condom and information distribution remain the primary prevention activities,
many clubs reported additional prevention efforts, including outreach programs, counseling
services, and special events that focused on HIV prevention and testing. In fact, when
compared to a similar study conducted in 1996–1997, 4 the percentage of clubs offering HIV
testing programs has almost doubled.

The data presented described the extent to which prevention programs were offered in clubs
across the country. Further research is needed to determine the efficacy of prevention
activities (such as where condoms are distributed in the club), to develop best-practices
standards for service programs (such as on-site HIV testing), and to identify the facilitators
that lead clubs to engage in prevention and the barriers that stifle such engagement.
Providing answers to these questions can help direct future prevention efforts by focusing
resources on effective programs and assisting public health officials and service providers in
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exploiting facilitators and minimizing barriers for clubs to engage in prevention. Although
local jurisdictions have instituted many different policies to establish particular approaches
to prevention in clubs, little or no research has been conducted to determine whether any of
them are effective or more appropriate than other approaches.24 Studies of how these
policies alter club environments in ways that might decrease risk behavior (eg, always using
a condom for anal sex) or increase protective behavior (eg, testing by high-risk MSM) is
required to better understand how these environments can facilitate prevention efforts that
will reach the highest-risk segment of the MSM population.

The following limitations should be kept in mind when interpreting the results of this study.
All data were provided by one key informant at each site, without any observational or
secondary source verification. It is possible that responses might have been different had
they been provided by a different key informant for that site. It also is possible that we
received refusals from clubs that were not providing prevention efforts. Finally, the
information on HIV testing programs is limited, as the program providers were not
interviewed.

In summary, nearly all the businesses engaged in HIV education and prevention. We found
that free condom distribution was a universal characteristic of prevention in clubs, followed
closely by such educational efforts as posters and pamphlets. Most clubs provided on-site
HIV testing. The absence of studies evaluating these prevention efforts remains a concern
and an obstacle to efficient use of resources. Nevertheless, these data suggest that HIV
prevention in clubs is perceived by most managers as a necessary part of doing business.
The willingness of these clubs to promote HIV prevention suggests that the business aspect
of venues that serve at-risk populations is not necessarily an impediment to intervening in
these venues.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.

Acknowledgments
We want to acknowledge the club owners and managers, without whose cooperation the survey could not be
conducted. We also wish to recognize the efforts of our survey team, specifically Justin Bailey, Paul Cotten, Robert
Siedle-Khan, Alberto Curotto, Gabriel Ortiz, and Joseph Morris.

This work was supported in part by the CAPS Innovative Grant Program (MH62246) and Community Prevention
Policy & Programs in Risk Settings (MH070311), both from the National Institute of Mental Health.

REFERENCES
1. Woods WJ, Binson D. Public health policy and gay bathhouses. J Homosex. 2003; 44:1–21.

[PubMed: 12962175]
2. Helquist M, Osmon R. Sex and the baths: a not so secret report. Coming Up!. July.1984 :17–22.

Reprinted in: J Homosex. 2003; 44:153–175. doi: 10.1300/J082v44n03_07.
3. Richwald GA, Morisky DE, Kyle GR, et al. Sexual activities in bathhouses in Los Angeles County:

implications for AIDS prevention education. J Sex Res. 1988; 25:169–180.
4. Woods WJ, Binson D, Mayne TJ, et al. Facilities and HIV prevention in bathhouse and sex club

environments. J Sex Research. 2001; 38:68–74. Available at: http://www.jstor.org/stable/3813263.
Accessed August 12, 2010.

5. Huebner DM, Binson D, Pollack LM, et al. Implementing bathhouse-based voluntary counseling
and testing has no adverse effect on bathhouse patronage among men who have sex with men. Int J
STD AIDS. In press.

Woods et al. Page 4

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2011 December 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.jstor.org/stable/3813263


6. Woods WJ, Binson D, Blair J, et al. Probability sample estimates of bathhouse sexual risk behavior.
J Acquir Immune Defic Syndr. 2007; 45:231–238. [PubMed: 17417103]

7. Bingham TA, Secura GM, Behel SK, et al. HIV risk factors reported by two samples of male
bathhouse attendees in Los Angeles, California, 2001–2002. Sex Transm Dis. 2008; 35:631–636.
[PubMed: 18545142]

8. Reidy WJ, Spielberg F, Wood R, et al. HIV risk associated with gay bathhouses and sex clubs:
findings from two Seattle surveys of factors related to HIV and sexually transmitted infections. Am
J Public Health. 2009; 99:S165–S172. doi: 10.2105/AJ PH.2007.130773. [PubMed: 19218174]

9. Binson D, Pollack LM, Blair J, et al. HIV risk at a gay bathhouse. J Sex Research. 2009; 46:1–9.
PMCID: PMC2891333 [available March 1, 2011]. [PubMed: 19205999]

10. Binson D, Woods WJ, Pollack LM, et al. Differential HIV risk in bathhouses and public cruising
areas. Am J Public Health. 2001; 91:1482–1486. PMCID: PMC1446808. [PubMed: 11527785]

11. Binson D, Woods WJ, Pollack LM, et al. Bringing HIV/STI testing programmes to high risk men.
Int J STD AIDS. 2005; 16:600–604. [PubMed: 16176625]

12. Prost A, Chopin M, McOwan A, et al. “There is such a thing as asking for trouble”: taking rapid
HIV testing to gay venues is fraught with challenges. Sex Transm Infect. 2007; 83:185–188.
[PubMed: 17229791]

13. Binson D, Blea L, Cotten PD, et al. Building an HIV/STI prevention program in a gay bathhouse: a
case study. AIDS Educ Prev. 2005; 17:386–399. [PubMed: 16178707]

14. Woods WJ, Erwin K, Lazarus M, et al. Building stakeholder partnerships for an on-site HIV
testing programme. Culture, Health & Sexuality. 2008; 10:249–262.

15. Spielberg F, Branson BM, Goldbaum, et al. Designing an HIV counseling and testing program for
bathhouses: the Seattle experience with strategies to improve acceptability. J Homosex. 2003;
44:203–220. [PubMed: 12962183]

16. Spielberg F, Branson BM, Goldbaum GM, et al. Overcoming barriers to HIV testing: preferences
for new strategies among clients of a needle exchange, a sexually transmitted disease clinic, and
sex venues for men who have sex with men. J Acquir Immune Defic Syndr. 2003; 32:318–328.
[PubMed: 12626893]

17. Spielberg F, Branson BM, Goldbaum GM, et al. Choosing HIV counseling and testing strategies
for outreach settings: a randomized trial. J Acquir Immune Defic Syndr. 2005; 38:348–355.
[PubMed: 15735456]

18. Daskalakis D, Silvera R, Bernstein K, et al. Implementation of HIV testing at 2 New York City
bathhouses: from pilot to clinical service. Clin Infect Dis. 2009; 48:1609–1616. [PubMed:
19400690]

19. Huebner DM, Binson D, Woods WJ, et al. Bathhouse-based voluntary counseling and testing is
feasible and shows preliminary evidence of effectiveness. J Acquir Immune Defic Syndr. 2006;
43:239–246. [PubMed: 16951645]

20. Huebner DM, Binson D, Dillworth SE, et al. Rapid vs standard HIV testing in a bathhouse setting:
what is gained and lost? AIDS Behav. 2010; 14:688–696. doi: 10.1007/s10461-008-9442-9.
[PubMed: 18726682]

21. Woods WJ, Binson D, Pollack LM, et al. Characteristics of research-related HIV testing programs
contribute to detection of more HIV infections. Int J STD AIDS. 2010; 21:19–22. [PubMed:
20029062]

22. Shilts, R. And the Band Played On: Politics, People, and the AIDS Epidemic. St. Martin's Press;
New York, NY: 1987.

24. Woods WJ, Binson D, Pollack LM, et al. Public policy regulating private and public space in gay
bathhouses. J Acquir Immune Defic Syndr. 2003; 32:417–423. [PubMed: 12640200]

Woods et al. Page 5

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2011 December 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Woods et al. Page 6

Table 1

Prevention in U.S. Clubs (N=53)

Prevention Effort

Condoms

 Available for free 100%

 Distributed at front desk 88.7%

 Distributed in public areas 81.1%

 Distributed in private rooms* 58.3%

Lubricant

 Available for free 41.5%

 Available for sale 100%

Educational Materials/Activities

 Posters 98.1%

 Informational pamphlets 98.1%

 Outreach programs 45.3%

 Counseling services 15.1%

 Special events 13.2%

Testing Program

 Promote HIV/STI testing 96.2%

 Provide HIV testing inside club 75.5%

 Provide STI testing inside club 56.6%

 Special room built out for testing 34.0%

*
Among clubs with private rooms (n=48)

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2011 December 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Woods et al. Page 7

Table 2

Characteristics of 65 Testing Programs at Clubs That Offered Testing on Site

Operated By

 Health department 26.2%

 Community agency 70.8%

 Don't know 3.1%

Initiated By

 Club management 35.4%

 Health department 7.7%

 Community agency 29.2%

 Don't know 27.7%

Test/Screening Offered

 HIV (standard) 98.4%

 HIV (rapid) 35.4%

 Syphilis 53.8%

 Gonorrhea 38.5%

 Chlamydia 26.2%

 Hepatitis (A, B, or C) 27.7%
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